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HR 105 (09/15) The Texas A&M University System
SystemMember___ Benefit Change Form

With fewexceptionsyou havetheright to request, eceive, eviewand correct
informationaboutyourselfcollectedusingthis form.

Name

Lag (plea print) First Mi UIN or SocialSecuriyy number

Completitems one throuch four, the sectiors for the benefis you wish tochange,
#15 if you are changinganythirg othe than health and the signatue section onpage 4.

1 If you have aspouse/parent/clilwho currently works for The Texas A& M University Systemplea® providehis/her
nane ard UIN/Socid Securiy number and

ched here if you are transferrirg from his/he coverag toyour own.

2 Previowsnane(if applicable)

3. New addres(if applicable)
Street City Stae ZIPineligible for cove
medica) denta] vision ordependetlif e c
evidene ofgoad health In generalchang
Resourcs office. When addirg depender
Chang Form Contad your Human Reso



abmoe8
Typewritten Text
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HEALTH Office use: ED

You mayenrollin coveragecancelcoverageor add/dropdependentduring your initial 60-day enrollmentperiod,duringAn-
nual Enrollment or within 60 days of experiencing a Change in Status (seadjesof form). If you wish to make your health
coverage déctivebeforeyour employercontributioneligibility date,you will paythefull premiumuntil you begirnreceiving
theemployercontribution. Pleaseallow 7 business days peessingimeto carrier befae schedulingappointmentsr receiving
prescriptions.

You maychangehealthplansduringyour initial 60-dayenrollmentperiodor duringAnnualEnroliment.

PRETAX PREMIUMS

5

© N

Your health/dental/vision/AD&Dpremiumswill automaticallype deductedrom your paybeforetaxesunless you areovering
non-qualifyingdependentsThiswill increaseyour takehomepay. To waivethis optionandpaythesepremiumsaftertaxes,
checkhere:
| amaddingcoveragdor myself
I wishto enrollin thefollowing carrier
| understandhatA&M Care healthcarecoveragéeginson mystatecontributioneligibility date. If my HumanResources of-
fice receives this form during my initial élay enrollment period, | want my chosen coverage to begin:

on the firstof the month after the day on which my Human Resources offiggves this form

on myemployercontributioneligibility date
| amcancellingcoveragdor myself(if you haveanycovereddependentgheir coveragewill alsobecancelled.)
To cancekoveragdor dependentsnly, completea DependenEnrollment/Chang&orm.

(To adddependentoveragecompletea DependenEnroliment/Chang&orm.)
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VISION Officeuse: ED
* You may enrol or cancé covera@ duringyour 60-day enrollmer period during Annud Enrd
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28. | wantto enrollin coverage .

29. | ameligible to receivehalf of my employercontributionto apply toward my optionalcoverages.Becausd TD benefitsare
taxable,if the coverages paid for by the employer,l do do
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